erative anticoagulation. No patient underwent a second-look operation. The postoperative morbidity and mortality rates were 55% and 11%, respectively.
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Objectives: May-Thurner syndrome (MTS) with associated phlegmasia cerulea dolens (PLD) causing acute left iliac vein rupture is rarely reported in the literature, with <50 cases of spontaneous iliac vein rupture (SIVR) described and one-third associated with MTS.
Methods: We present the largest United States-based case series of three patients with MTS and SIVR treated successfully with open and endovascular repair. All patients presented with hypotension, retroperitoneal hematoma, and acute deep vein thrombosis (DVT) causing PLD, with MTS diagnosed intraoperatively.
Results: A 59-year-old woman presented with left leg PLD, hypotension, and pelvic retroperitoneal hematoma. She underwent exploratory laparotomy, which demonstrated a linear tear in her left iliac vein and acute venous thrombus. Narrowing of the left common iliac vein under the right iliac artery was noted and serially dilated. Open embolectomy was performed, with removal of a cast of thrombus from her venous system. The linear tear was repaired primarily. She was anticoagulated and discharged home on day 9. She returned with recurrent left ileofemoral DVT and was treated for definitive therapy of MTS with placement of Wallstents. A 61-year-old woman was transferred for hypotension, acute limb ischemia, and chest pain. A large left-sided pelvic retroperitoneal hematoma and acute DVT throughout her left iliofemoral and popliteal system was found. She was taken for emergent intervention and underwent inferior vena cava filter placement, left iliac vein stenting with Medtronic Endurant limb, and 18-mm Wallstent proximally, and percutaneous mechanical thrombectomy of the popliteal, femoral, and iliac vein. She had an uneventful postoperative course and was discharged home on day 7. Follow-up at 1-year demonstrated patent stents and no post-thrombotic syndrome. A 72-year-old woman was transferred for syncope, shock, left pelvic retroperitoneal hemorrhage, acute iliofemoral and popliteal vein DVT and underwent inferior vena cava filter placement. Despite anticoagulation on day 1, she developed PLD and underwent mechanical pulse-spray thrombectomy, which uncovered a ruptured external iliac vein. This was treated with multiple stent grafts. However, until these were reinforced with 18-mm Wallstents, rethrombosis and residual extravasation remained a problem. She was discharged on day 18 and was asymptomatic at the 1-year follow-up.
Conclusions: SIVR is rare but should be entertained when patients present with the constellation of hypotension, retroperitoneal hematoma, and acute left-sided DVT. This should be treated emergently with either open or endovascular repair with thrombectomy for management of the acute hemorrhage and acute DVT. Definitive treatment should be geared towards treatment of MTS. Objectives: Venous thromboembolism (VTE) is a significant cause of preventable hospital-acquired mortality and of chronic venous insufficiency caused by post-thrombotic syndrome (PTS). The incidence is predicted to rise as a function of an aging and an increasingly obese population. Prevention is key in reducing VTE incidence, and is performed by using scoring systems that enable to both assess risk and determine the need for pharmacological thromboprophylaxis. The United Kingdom and United States use the Department of Health (DoH) and Caprini risk assessment scores to estimate VTE risk in their patients. The aim of this study was to assess the concordance between these two risk scores in day surgery patients.
Methods: This was a prospective cohort study of patients undergoing day vascular (foam sclerotherapy, endovenous ablation, phlebectomies for superficial venous disease) and urology (cystoscopy, transurethral resection of bladder tumour/prostate) procedures at a single center. Patients were scored prior to their procedure.
Results: There were 200 vascular and 100 urology patients recruited from August to January 2015. For the vascular patients, the prerisk distribution using the DoH score was 31% (62 of 200) low risk (score 0), 33% (66 of 200) medium risk (score 1), and 36% (72 of 200) high risk (score >1). According to the Caprini scoring system, 8.5% (17 of 200) were identified as having a low risk (score 0-2), 35% (70 of 200) medium risk (score 3-4), and 56.5% (113 of 200) high/highest risk. For the urology patients, the prerisk distribution using the DoH score was 18% (18 of 100) low risk, 18% medium risk, and 64% (64 of 100) high risk. The Caprini risk assessment identified 19% (19 of 100) as low risk, 33% (33 of 100) as medium risk, and 48% (48 of 100) as high/highest risk. The level of agreement between the two scoring systems was defined as fair (Cohen k ¼ 0.267, P < .05) and moderate (Cohen k ¼ 0.571, P < .05) for patients undergoing venous and urology procedures, respectively. According to the DoH score, 69% of patients with venous disease required pharmacologic thromboprophylaxis, compared to 91.5% as assessed by the Caprini score. Approximately 80% of the urology patients required pharmacologic thromboprophylaxis according to both scores.
Conclusions: The DoH and Caprini risk assessment scores have significant differences in their low-vs medium-/high-risk stratification of patients undergoing interventions for venous disease. This finding has important clinical and cost-related implications, particularly with respect to the administration of pharmacological thromboprophylaxis. The impact of this difference and the role of these scoring systems in this patient cohort require further evaluation by means of a well-designed, large-scale, multicenter study. Objectives: The notion of long-haul flights in economy class increasing the risk of venous thromboembolic (VTE) disease in travellers has been a topic of both academic and media interest over the last few decades. This is becoming particularly important in an era where globalization and reduced airfares have resulted in >3.5 billion individuals traveling by airplane in 2016 alone. Superficial venous interventions for chronic venous disease are commonly performed and are expected to increase in number, particularly as a function of increasing age and the rising prevalence of obesity. With modern endovenous ablation techniques, the risk of VTE is estimated at <1%. However, many of these patients ask for advice regarding air travel soon after their procedure, which may put them at an increased risk of developing a VTE. The aim of this review was to assess the relationship between VTE and long-haul travel, particularly in the context of superficial venous interventions.
Methods: A review of the literature was performed searching through the PubMed and Embase databases. Search terms included [(deep vein thrombosis) or (deep venous thrombosis) or (venous thromboembolism)] and [(flying) or (air travel)].
Results: Significant heterogeneity exists between studies reporting VTE risk in travelers, particularly with respect to the definition of long-haul travel and the effects of immobility and hypobaric hypoxia on the coagulation system. Flight time of >4 hours, immobility, window seating, and the presence of individual VTE risk factors (eg, elevated body mass index) have been identified as risk factors for the development of travel-related VTE. An increased risk of VTE exists for at least 2 weeks following air travel. 
